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a  b  s  t  r  a  c  t
Nodular fasciitis (NF) is a rare ﬁbroblastic proliferative lesion, characterized clinically as a
solitary mass of hardened and slightly painful on palpation, fast growing and no gender
preference.  The objective of this study is to report the case of a patient with NF in third
ﬁnger  of left hand, describe the ﬁndings of plain radiography, computed tomography and
magnetic  resonance imaging and correlate with the literature. Since the diagnosis of NF is
a challenge, being necessary to conciliate the clinical, radiological and pathological.
© 2014 Sociedade Brasileira de Ortopedia e Traumatologia. Published by Elsevier Editora
Ltda.  






r  e  s  u  m  o
Fasciíte nodular (FN) é uma lesão proliferativa ﬁbroblástica rara, caracterizada clinicamente
como  uma massa solitária de consistência endurecida, pouco dolorosa à palpac¸ão,  de cresci-
mento  rápido e sem predilec¸ão  por sexo. O objetivo deste trabalho é relatar o caso de uma
paciente  com FN no terceiro quirodáctilo da mão esquerda, descrever os achados da radio-
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eoplasias  de tecidos moles
graﬁa  simples, tomograﬁa computadorizada e ressonância magnética e correlacionar com
a literatura. Visto que o diagnóstico de FN é um desaﬁo, é necessário conciliar os achados
clínicos,  radiológicos e patológicos.
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Introduction
Nodular fasciitis (NF) is a benign soft tissue injury of unknown
etiology,1–4 characterized by proliferation of ﬁbroblasts and
often  confused histologically with sarcomas, because of
its  rapid growth, high cellularity and increased mitotic
activity.1,3,4
The lesions are commonly solitary, occur in adults between
20  and 40 years old,1–4 and affect any region of the body.1,5
This is a self-limiting disease.2,3 Patients usually have a
history  of rapid growth and nodulation, and may  develop
numbness or paresthesia.1–3,6
Its diagnosis is challenging and can be confused with
malignant tumors, because of the aggressive clinical behav-
ior  associated with imaging and histology ﬁndings.1–3 Multiple
lesions  are rare,1,7 as well as lesions in hands and feet, and very
rare  in the ﬁngers.8
Given this fact, we report a case of FN on the ﬁnger, since
the  knowledge of the appearance of the imaging studies can
avoid  aggressive invasive procedures, since the histological
study  without image  may  lead to suspicion of a lesion with
high  aggressiveness.
Case  report
Patient, female, 45 years old, teacher, referring appearance
of  nodulation of rapid growth in the third left ﬁnger for two
years;  painless, but with local discomfort. She denied trauma
or  previous surgery. The physical examination showed volar
nodulation  in the proximal phalanx of the third chirodactyl,
adhered to the skin without retraction or phlogistic signs, and
measuring  approximately 2 cm.
Plain radiography (RX) revealed ossiﬁcation of soft tissues
of  the radial and ﬂexor diaphyseal faces of the proximal
phalanx of the ﬁnger, with irregular and partially deﬁned
contours, cortical erosion and lamellar periosteal reaction
proximal and distal to the nodule, and increased volume and
density  of parts of the adjacent soft tissue (Fig. 1). Computed
Fig. 1 – RX AP (A) and oblique (B), showing ossiﬁcation of soft tis
proximal phalanx of the third chirodactyl, with irregular and par
arrows) and lamellar periosteal reaction (arrowheads) proximal a
the adjacent soft tissue (open arrowheads). 1 4;4  9(1):89–93
tomography (CT) ratiﬁed these ﬁndings and demonstrated
more  clearly the ossiﬁcation, extending from the bone and
externally  involving the cortical ﬂexor contiguous with the
radial  and ﬂexor aspect nodulation (Fig. 2). MRI revealed
expansive formation on soft parts of the radial face of the
proximal  phalanx, which promoted slight thinning of the cor-
tical  bone with intimate contact, and superiorly displaced
the  extensor hood. The lesion depicted the iso/hypersignal
relative to muscle on T1, heterogeneous signal with mild
hypersignal on T2, and signiﬁcant heterogeneous enhance-
ment  to paramagnetic contrast medium, associated with a
bone marrow edema pattern (Fig. 3).
The patient underwent surgical exeresis, and the
histopathological examination revealed ﬁbrous connec-
tive  tissue with neoformation and trabeculation, favoring
the  diagnosis of NF. Five months later, MRI  depicted only
ﬁbrocicatricial changes in soft tissues, without signiﬁcant
enhancement in the contrast medium (Fig. 4).
Discussion
FN is a benign lesion of unknown etiology,1,5 but with possi-
ble  association with trauma.1,3,7 FN affects every body part,
and  most commonly1,5 the upper extremity (48%), besides
the  trunk (20%), head and neck (17%), and lower extremity
(15%).1,2 Its occurrence is rare in hands and feet, and very rare
in  ﬁngers.8
The most affected age group is 20–40 years; FN also affects
both  genders.1,3 Symptoms such as numbness, paraesthesia
and pain are infrequent, implying nervous compression.2,3
Multiple lesions are rare.1,7 The average diameter of the lesion
is  about 2 cm,  and larger lesions are exceptional.1,3,7
Based on the anatomical location, FN can be divided into
three  types: subcutaneous, intramuscular, and fascial. Sub-
1,2,4cutaneous  FN is three to 10 times more  frequent. The
intramuscular type more  perfectly simulates a neoplasm of
soft  tissues.1 Intravascular and intradermal forms are rare
subtypes.2
sues of the radial and ﬂexor diaphyseal faces of the
tially deﬁned contours (arrows), cortical erosion (open
nd distal to the node, and increased volume and density of
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mortical ﬂexor (open arrows) contiguous to the radial and ﬂe
D) depicts continuity of nodular lesion with periosteal react
According to the predominant histologic composition, FN
an  be ﬁbrous, myxoid or cellular.1,3,4 Histologically, this lesion
onsists  of ﬁbroblasts arranged in short bundles and fasci-
les  scattered within a myxoid stroma, and may  simulate
arcoma.1,2,8 Some authors believe that the amount and type
f  extracellular matrix reﬂect the age of the lesion: in early
N,  predominates the myxoid component; in mature FN, the
brous  component is more  abundant.1,2,4 The various compo-
ents  can coexist in the same lesion, with combinations of
yxoid-cellular, and of cellular-ﬁbrous types, that are more
ommon  than combinations of myxoid-ﬁbrous types, suggest-
ng  histological transition from myxoid to cellular and, later,
o  ﬁbrous type.1
Imaging studies may  be used to evaluate patients with FN.
he  present study shows some of the image  changes to be
haracterized and recognized. RX shows increased soft tissue.
o  our knowledge, there is only one case in the literature that
epicts  the radiographic appearance of the lesion, considering
t  as nonspeciﬁc.8
On CT, lesions of FN usually appear as a superﬁcial mass of
oft  tissue, with density similar to other lesions,1 well-deﬁned,
nd  that can invade and destroy adjacent bone.7
At MRI, the appearance is nonspeciﬁc,1,2,7,8 most com-
only iso/hyperintense on T1 and hyperintense on T2, with
aried  enhancement by paramagnetic contrast because of the
ifferent  histological types.3,4 It is unknown which inﬂuences
ore  decisively in signal intensity: the cellularity or collagen.spect nodulation. The reconstruction in the coronal plane
arrowheads) extending to the ﬂexor side.
Some  authors advocate that myxoid forms present hyperin-
tensivity  relative to muscle on T1, and to subcutaneous fat on
T2; and that ﬁbrous forms are hypointense to the muscle in all
sequences.  Other authors state that the lesion is isointense to
muscle on T1, and to venous structures on T2.1 The hypercel-
lular  lesions present isointense signal to muscle on T1, and
are  hyperintense to fat on T2.4
Because of the nonspeciﬁc ﬁndings, many  differential
diagnoses can be proposed, including neuroma, neuroﬁ-
broma, sarcoidosis, aggressive ﬁbromatosis, dermatoﬁbroma,
ﬁbrosarcoma, and malignant ﬁbrous histiocytoma.2,3,7 In the
intramuscular lesions, one can think of myositis ossiﬁcans in
early stage.4 Giant cell tumors of the tendon sheath can be
differentiated from FN by its slow growth and by the ﬁxation
of  the tumor to the tendon.8 In some cases, the similarity in
clinical  and microscopic presentation between FN and sar-
coma  makes difﬁcult the establishment of a diagnosis, but
some  clinical and radiological features make the diagnosis
of  NF less likely, including lesions in patients over 70 years
old,  lesions located in the hands and feet, or simultaneous,
multiple, recurrent lesions, with perilesional tissue edema or
intralesional deposition of hemosiderin in MRI  studies.2
The physician must obtain a biopsy to establish a deﬁnitive
2,8diagnosis. The excision, usually curative, is the mainstay
of  treatment,5 although intralesional infusion of corticoste-
roids  has been suggested by some authors.2,6 There may  be
spontaneous remission.6 Relapses are rare, occurring in 1–2%
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Fig. 3 – MRI  reveals expansive formation on soft parts of the radial face of the proximal phalanx with iso/hypersignal
relative to muscle on T1 (A and C), mild hypersignal on T2 (B), and signiﬁcant heterogeneous enhancement to paramagnetic
contrast medium (D); slight thinning of the cortical bone (arrows), which superiorly displaces the extensor hood
(arrowheads), associated with bone marrow edema pattern.
Fig. 4 – Five months after surgery, MRI  scan in the coronal and axial plans (A, B) demonstrating absence of nodulation, and
ﬁbrocicatricial change (arrows) in the soft tissues, and after the administration of paramagnetic contrast (C), without areas
of signiﬁcant enhancement.
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f patients and being usually observed immediately after
xcision.2,8
In summary, FN can be interpreted as a malignant lesion
ecause of its rapid growth and aggressive histological nature.
owever,  the correct diagnosis can be established by com-
ining  the characteristics of the image,  localization and
istology.1
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